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Abstract 
Given that integrated care includes many different aspects, this paper seeks to design a 
comprehensive research approach and explains how this approach is applied in the CORTEXS 
research project on integrated care in the Flemish Community in Belgium. A systemic view on 
integrated care is translated into a multi-level, multi-disciplinary, multi-method and multi-
stakeholder research design. A phased approach of taxonomy development and literature 
review, comparative case studies, social lab activities and valorisation initiatives is devised in 
order to link fundamental research with strategic valorisation of the research results. While this 
innovative comprehensiveness is seen as a major strength, it is acknowledged that the research 
design comes with certain risks that need to tackled. 
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1 Introduction 
Due to the rapid aging of the population and the greater longevity of people with multiple chronic 
conditions in many high income countries, the number of persons with chronic illness is growing 
at a fast rate, while the care systems were organised historically to respond rapidly and 
efficiently to acute illnesses and injuries (Wagner et al., 2001). The present study focusses on 
the care system of the Flemish Community in Belgium. The federal state of Belgium 
encompasses three Communities: the Flemish, the French and the German-speaking 
Community. Since 1980 part of the responsibilities for health policy has gradually been moved 
from the federal government to these sub-national authorities (Hannes, 2014; Schokkaert and 
Van de Voorde, 2005). 
The sustainability of the Flemish health system is under pressure of demographic and economic 
factors. This position is exacerbated by poor coordination of care provision for people with 
chronic health problems, difficulties in spreading acknowledged good practice and innovation, 
and generally inefficient use of resources (SARWGG, 2012). Integrated care is seen as an 
important new method to help parts of the health sector change into a more demand-driven, 
client-centred and cost-conscious system. The necessary reconfiguration of (parts of) the mainly 
supply-driven health care system of the Flemish Community requires a comprehensive and 
multidisciplinary approach to implement integrated care. The CORTEXS research consortium 
(Dessers et al., 2013) took up the gauntlet and received funding from the Flemish Agency for 
Innovation by Science and Technology for designing and implementing an extensive study on 
integrated care models and strategies for satisfying the growing chronic care needs. In this 
paper, chronic care not only refers to the continuing monitoring and treatment of ongoing 
diseases or disorders, but also to the extended medical and social services required by people 
with chronic conditions to help them live as independently as possible despite significant 
challenges. Medical, social, housing, transportation and other services may be required. The 
research design for that study is discussed in the present paper. This paper seeks to design a 
comprehensive research approach, building on a systemic view on integrated care, and 
explains how this approach is being operationalised in the CORTEXS research project on 
integrated care in the Flemish Community in Belgium. 
The paper is divided into four parts. While this introduction described the background of the 
paper and introduced the main goal, the next part proposes a systemic view on integrated care 
in the Flemish Community, which leads to the formulation of seven research questions. The 
third part explains how the systemic view on integrated care is translated into a multi-level, 
multi-disciplinary,  multi-method and multi-stakeholder research design. The paper ends in the 
fourth part with some concluding remarks. 
2 A systemic view on integrated care 
A broad notion of “health” and “health care” is adopted in this paper. The WHO defines health 
as a state of complete physical, mental and social well-being and not merely the absence of 
disease or infirmity (WHO, 1948; see also: Huber et al., 2011). The health care system 
accordingly refers to all health services dealing with the prevention, diagnosis and treatment of 
disease, the promotion, maintenance and restoration of health. Health services may be 
delivered at home, in the community, the workplace, or in health facilities. 
Furthermore, a clear distinction is made between particular strategies for integrating care and 
the overall objective of integrated care. Different terms are used for labelling particular 
strategies such as “disease management” (Wootton, 2012), “case management” (Eklund and 
Wilhelmson, 2009), “continuous care” (Paganelli and Giuli, 2011), “care pathways” (Sermeus, 
2011) and “integrated delivery networks”(Burns and Pauly, 2002). A systemic approach would 
not aim at any one of such strategies in isolation, but rather sets out to investigate how several 
strategies can be aligned in order to help accomplish a sustainable system for chronic care. In 
other words, a systemic view sets out to advance the overall objective of integrating care. 
As Wagner et al. (2001) state, effective chronic illness management requires more than adding 
new features to an unchanged system focused on acute care. A systemic change is needed. 
Valentijn e.a. (2013) propose a conceptual framework to understand the complex phenomenon 
of integrated care and to guide empirical research. The authors identify six dimensions of 
integrated care, which are structured around the three levels where integration can take place. 
At the micro level, (1) clinical integration refers to the extent to which care services are 
coordinated. At the meso level, (2) organisational integration can be defined as the extent to 
which organisations coordinate services across different organisations, while (3) professional 
integration is about the extent to which professionals coordinate services across various 
disciplines. At the macro level, (4) system integration refers to the alignment of rules and 
policies within a system. Functional and normative integration ensure connectivity between the 
three levels: (5) functional integration is described as the extent to which back-office and 
support functions are coordinated, and (6) normative integration refers to the extent to which 
mission, work values etc. are shared within a system.  
Related to these dimensions, horizontal integration relates to strategies that link similar levels of 
care, while vertical integration refers to strategies that link different levels of care. Both vertical 
and horizontal integration are needed to counteract the fragmentation of services in a health 
system (Nolte and McKee, 2008).  
While this systemic view on integrated care can also be useful to position research projects 
which specifically focus on certain dimensions of integrated care, a comprehensive research 
approach to integrated care should strive to encompass the different integrated care domains, 
which are structured around the micro, meso and macro levels. In order to cover these 
domains, a research design should allow to include all three levels. While clinical, professional, 
organisational and system integration each can largely be linked to one of these levels, 
functional and normative integration aims to connect the three levels. 
Below we present a line of reasoning that eventually will lead to the formulation of the research 
questions at the end of Part 2. The conceptual framework of Valentijn e.a. (2013) is used to 
structure the text, and illustrates how all six domains of the framework are being covered. It 
should be noted that the aim is not to include every possible aspect of each domain. The 
following sections substantiate why specific elements are selected as a basis for formulating 
specific research questions on integrated care in the Flemish Community. 
2.1 Micro level 
Clinical integration refers to the extent to which care services are coordinated (Valentijn et al., 
2013). The client is placed at the centre, since the performance of the care system in terms of 
care quality is experienced by the client. Within integrated care, patient safety and patient 
empowerment are two essential concepts. The complexity of integrated care network 
relationships could unintentionally increase patient safety risks. A scoping review of the 
literature described adverse effects experienced by, for example, homecare patients, but also 
confirmed that few intervention studies were found (Masotti et al., 2010). A well-conceived 
research design for studying integrated care also devotes attention to the issue of patient safety 
(Kohn et al., 2000).  
Integrated care is different from the more acute, episodic models of care in the sense that the 
client is also a participant in the care process. Integrated care related challenges are not limited 
to what professionals are doing, but also to how clients should be empowered to participate. An 
essential part of chronic care concerns the roles and responsibilities of the clients themselves, 
since appropriate professional care is not sufficient for optimal health outcomes (Nolte and 
McKee, 2008). Patient empowerment and user participation are seen as central means to make 
integrated care work. It should be noted that user participation is not limited to the micro level of 
individual care trajectories. Participation can also be organised at the level of care 
organisations, and at the level of health and social care policy (Bochel et al., 2008).  
A related challenge within chronic care is the de-institutionalisation of care which refers to the 
process of replacing residential services with community services. The main goal is to empower 
clients, enabling them to become fully participating members of the community. Although a 
widespread consensus can be found on the positive effects of the de-institutionalisation of care, 
its implementation remains difficult. Community services also search for methods to involve 
informal caregivers and neighborhoods in some aspects of support. There is a lack of 
knowledge about how integrated care affects the informal caregivers (Eklund and Wilhelmson, 
2009). In chronic care, the central role of the care client and his relation with the informal 
caregivers is essential in achieving optimal health outcomes. Self-management support of care 
clients and informal caregivers by means of appropriate education and training is necessary 
(Arno et al., 1999).  
Additionally, the group of the health care professionals is relevant at the micro level. Health care 
professionals experience an increasingly pressing trade-off between demands for productivity, 
quality of care, and job quality (Dyrbye and Shanafelt, 2011; Tønnessen et al., 2011). 
Simultaneously, the shift to a more integrated care will involve reconfiguring health professions, 
including the redistribution and sharing of tasks and the establishment of new rules for 
physicians, non-physicians and nursing occupations (Plochg et al., 2011). A clear 
understanding on what job quality in each of these jobs means is needed (Dill et al., 2012). We 
need to investigate how care organisations should best meet the combined demands of 
increasing productivity and providing high quality care, while simultaneously ensuring high job 
quality for health care professionals. 
2.2 Meso level 
Organisational integration can be defined as the extent to which organisations coordinate 
services across different organisations, while professional integration is about the extent to 
which professionals coordinate services across various disciplines. At this meso level, 
integrated care represents essentially an organisational challenge. Borgermans e.a. (2011) 
regard integrated care primarily as an organisational solution for cooperative relationships in 
chronic care. The challenge of organisational coordination is situated at the level of inter-
organisational networks as well as at the level of intra-organisational structures and processes. 
The issue of intra-organisational coordination is multifaceted. It relates to several aspects of 
care organisations: organisational structures, multidisciplinary teams and job design. 
Technology (Scott, 2010) and architecture (Martin, 2003) perform an important intermediating 
role. The main point here may be that integrated care studies mainly address the organisational 
aspect of integrated care as a coordination issue, and tend to lose sight of the way processes 
have been (or could be) (re-) organised. By placing the focus on the coordination aspect, one 
might risk to limit potential optimisations to what is possible within the constraints of current task 
divisions and job definitions in care provision. 
The increasing complexity of current health care issues, with ageing issues and rising co-
morbidity, leads to a rising demand for collaboration across organisations (Vollenberg et al., 
2007). The needed resources are often distributed across at least a few specialised 
organisations (Prahalad and Krishnan, 2008). Multi-organisational networks have become an 
important mechanism for information exchange and service delivery (Porter and Kramer, 2011). 
The complexity of current health care issues calls for a network perspective, which is by 
definition complex, difficult to govern and hard to manage. The question is to what extent and 
under what conditions multi-organisational networks can produce tailor-made solutions for 
clients. Despite the increased attention for multi-organisational networks (Cropper et al., 2010), 
relatively few empirical studies exist and little is known about the start-up and the functioning of 
public networks as a whole, the network-level outcomes and the network effectiveness (Raab 
and Kenis, 2009). 
2.3 Macro level 
System integration refers to the alignment of rules and policies within a system (Valentijn et al., 
2013). Whilst developing client-centred and demand-driven concepts of integrated care is an 
important challenge in itself, such care concepts can only be translated into a care system if 
proper, sustainable and supportive legal and financial frameworks are installed. We need to 
account for the possible perverse or counterproductive effects of existing financial incentives 
and the potential limitations within the current care (professions) legislation. Financial incentives 
in health care should evolve from payment systems that “pay to do things” towards “pay to do 
things right” and “pay to do the right things” (Annemans et al., 2009). Although financial 
integration of different types of health care may be desirable, very few successful models are 
available. Many published studies use a descriptive rather than a comparative setting (Paulus et 
al., 2012). More research is needed on how more innovative types of financing such as pooling 
of budgets and pay for quality can be introduced in integrated care models. Changes in the way 
care is financed is expected to contribute to a better performing care model while rewarding all 
involved health professionals correctly (de Bakker et al., 2012). 
Changes in the legal framework may be required to lift the barriers to promote cooperation and 
communication among providers in the interest of the client and to promote the clients to make 
their own care choices based on accurate information, while being an active partner in the care 
delivery process. An important question here is how the law can reconcile the right to quality 
and safety with a flexible and demand-driven delivery of care. 
2.4 Linking micro, meso and macro levels 
Functional and normative integration ensure connectivity between the three levels. Functional 
integration supports clinical, professional, organisational and system integration (Billings and 
Malin, 2006), and involves shared policies and practices for support functions such as financial 
management, human resources, strategic planning, information management and quality 
improvement, across partnerships between different actors within a system. One of the most 
important aspects of functional integration is the linking of the financial, management, and 
information systems around the primary process of service delivery (Veil and Hébert, 2008). As 
Valentijn e.a. (2013) suggest, functional integration does not mean more centralisation or 
standardisation. Functional integration should encompass a flexible approach in order to enable 
partnerships to adapt to changing demands. 
Normative integration requires integration of shared values in co-ordinating work and securing 
collaboration in the delivery of healthcare, and could be seen as the concluding part of making 
integrated care successful (NHS, 2006). Normative integration can be defined as the 
development and maintenance of a common frame of reference (i.e. shared mission, vision, 
values and culture) between organisations, professional groups and individuals (Valentijn et al., 
2013). Normative integration can only be achieved if, within an improved framework of legal and 
financial incentives, the values of actors and players are correctly aligned. 
2.5 Vertical and horizontal integration 
Both vertical and horizontal integration are needed to counteract the fragmentation of services 
in a health system (Nolte and McKee, 2008). A strong focus on vertical integration between the 
micro, meso and macro levels could lead to a disease-specific integration, which puts the focus 
on a disease rather than on the patient’s needs (Paulus et al., 2012). Integrated care implies a 
holistic vision on a patient with multiple co-morbidities, and requires also horizontal integration. 
The definition of integrated care (WHO, 2014) includes health promotion, health protection and 
disease prevention services, as well as diagnosis, treatment, long term care, rehabilitation, and 
palliative care services, and thus reflects an holistic vision on integrated care. Horizontal 
integration is about improving the overall health of people and populations by peer-based and 
cross-sectorial collaboration (Gröne and Garcia-Barbero, 2001; Thomas et al., 2008). Moreover, 
the WHO definition of health as a state of complete physical, mental and social well-being and 
not merely the absence of disease or infirmity (WHO, 1948) suggests not to limit horizontal 
integration to health related services, but to include also social care services. 
2.6 Research questions 
The CORTEXS research project focuses on integrated care for patients with a need for chronic 
care in the Flemish Community, as explained in the Introduction of this paper. The goal of the 
project is to identify future options for lower-cost and higher-quality services (Dessers et al., 
2013). Based on the systemic view on integrated care that was developed above, the research 
comprises seven research questions (RQ):  
(1) Which models of integrated care for chronic care needs can be found in the 
literature, and how can they be used for the further development of integrated care in 
the Flemish context? 
(2) What are the organisational components of integrated care models, and which 
options do they offer for supporting patient interests and quality of work for the health 
professionals? 
(3) What are the inter-organisational components of integrated care models, and how 
can networked coordination be realised? 
(4) What is the role of participation and user involvement in integrated care models, at 
the client level, and at the level of networked organisations? 
(5) What are the legal conditions for implementing integrated care models in the 
Flemish Community? 
(6) What are the financial conditions for implementing integrated care models in the 
Flemish Community? 
(7) What is the performance of integrated care models in terms of quality and safety, 
and in terms of efficiency? 
3 Towards a comprehensive research design 
While the previous part concluded with the formulation of the research questions, this part 
provides the research design developed to study these research questions. First it is argued 
that a multi-level, multi-disciplinary, multi-method and multi-stakeholder research design is 
needed in order to be able to provide answers to all research questions. Next, the actual 
research design is presented. 
3.1 Requirements for the research design 
In this section we show that the research design, that will presented in Section 3.2, meets 
following requirements: Firstly, the research design encompasses micro, meso and macro 
levels, as described in Part 2, and enables us to analyse the linkage between these levels. 
Secondly, due to the wide variety of aspects covered by the research questions, multiple 
academic disciplines have been involved in the design of the research (as well as in the further 
empirical and analytical work). Thirdly, because of the differences in level of analysis and 
disciplinary focus between the seven research questions, the research design allows separate 
sets of methods to be used for each research question. Fourthly, the (potential) fields of 
application of integrated care encompasses a multitude of stakeholders. The research design 
therefore covers the involvement of a network of motivated stakeholders. In short, CORTEXS 
applies a multi-level, multi-disciplinary, multi-method and multi-stakeholder research design. 
3.1.1 Multi‐level 
Table 1 presents an overview of the main topics per research question (RQ) and the respective 
level of analysis. Integrated care is studied from the micro level of care clients, over the meso 
level of intra- and inter-organisational processes, to the macro level of legal and financial 
frameworks. Attention is given to cross-level functional integration with regard to technologies in 
RQ2. As explained in Section 2.4, cross-level normative integration is related to legal and 
financial incentives (RQ5 and RQ6), and to professional philosophies (which can be linked to 
job redesign issues in RQ2). However, since most of the research questions are mainly 
focussed at specific levels, cross-level integration will typically be part of the way the research 
design incorporates the linkage between the different research questions (see Section 3.2). 
Research 
question 
Main topics Level(s) of 
analysis 
1 Development and validation of an integrated care taxonomy all 
2 Organising processes around care demands; redesigning jobs 
for integrated care; and technologies in support of demand-
driven processes 
meso / cross 
3 Governance in networked settings meso 
4 Participation and user involvement micro / meso 
5 Legal framework for health professions in support of demand-
driven processes 
macro 
6 Financial mechanisms in support of demand-driven processes macro 
7 Impact of integrated care interventions on quality and safety of 
care for clients; cost-effectiveness of integrated care 
interventions 
micro 
Table 1 Overview of the main topics per research question and the respective level(s) of analysis 
3.1.2 Multi‐disciplinary 
The seven research questions not only refer to various levels of integrated care, they also 
require specialised knowledge from various domains of expertise. A multidisciplinary research 
team was formed, consisting of seven research units from five different research institutes. The 
research combines expertise in organisation related sciences with proficiency in care-specific 
disciplines. Each disciplinary expert has the lead for studying one research question. The 
research units are Innovation Area Work & Employment, The Netherlands Organisation for 
Applied Research (RQ1); Centre for Sociological Research, KU Leuven (RQ2 and project 
management); Antwerp Management School (RQ3); LUCAS - Centre for Care Research and 
Consultancy, KU Leuven (RQ4); Centre for Biomedical Ethics and Law, KU Leuven (RQ5); 
Health Economics Unit, UGent (RQ6); and Research Group Patient Safety and Health 
Economics, UHasselt (RQ7). It should however be noted that work on each research question 
also involves contributions from the other disciplines. As will be discussed in Section 3.2, the 
interlinkage between the various levels of integrated care, and thus between the seven research 
questions is taken into account in the research design.  
3.1.3 Multi‐method 
Mixed methods research is usually defined as the use of quantitative and qualitative methods in 
a single study or series of studies. It is an emergent methodology which is increasingly used by 
health researchers, especially within health services research (Tariq and Woodman, 2013). 
Valentijn e.a. (2013) state that the inter-sectorial nature of integrated care requires a 
comprehensive mixed method approach that can be applied across multiple settings. Although 
the CORTEXS research design involves the use of quantitative and qualitative methods, we 
prefer to use the term multi-method. While the term mixed method primarily stresses the 
connection and combination of several different types of data collection to answer a specific 
research question, multi-method here refers mainly to the fact that each of the seven research 
questions will demand specific methods. The research questions refer to different levels of 
analysis, and their disciplinary focus differs as well. For that reason, no one-size-fits-all method 
could cover all seven research questions. It is expected to be more effective to choose the right 
tool for the job at hand. As will be explained in Section 3.2, the most appropriate and feasible 
research methods are applied for answering the different research questions, including 
document analysis, process mapping, network analysis, comparative case analysis and 
economic modelling.  
Furthermore, the research questions cannot be answered by merely describing and explaining 
what can be seen today in the field of integrated care in the Flemish Community. The research 
questions also aim at exploring possible options for future development of integrated care, and 
for some of the research questions this may lead to the initiation and evaluation of (small scale) 
interventions. These different research phases have a particular aim, and thus also demand for 
different methods to be incorporated (Brannen, 2005). The phases will be discussed in more 
detail in Section 3.2. 
This multi-method approach does not exclude that the combination of answers to the seven 
separate research questions ultimately should help to get a clearer picture of integrated care as 
a whole, in order to provide adequate strategies for implementing integrated care solutions in 
the Flemish Community. 
3.1.4 Multi‐stakeholder 
Flemish politicians and health care sector representatives have clearly expressed the need for a 
more integrated care in order to deal with the rising demands for chronic care (SARWGG, 2012; 
Paulus e.a., 2012). Healthcare concepts, models and inventions will yet only lead to healthcare 
improvements when they are actually being implemented and used in healthcare settings. This 
is not as obvious at it may seem, because only a small number of research outcomes actually 
makes it to the clinical practice or the patient (Øvretveit, 2013). The health care sector is a 
sector that is accustomed to a multitude of pilot projects to test and change habits and practice. 
The main implementation question is how to upscale such pilots into systemic change.  
The CORTEXS research project is being funded as a strategic basic research project, which 
means that basic research is needed in order to enable strategic improvements in practice. 
High-quality basic research is combined with a clear vision of the potential for utilisation. Active 
efforts are taken to achieve the effective transfer, the exploitation and the utilisation of the 
research results. This need for significant interaction with the different stakeholders, and for 
proactively contributing to the further utilisation process, differs substantially from a pure 
academic research project. This research proposal was the result of an intensive preparatory 
process, which resulted in a strong network of motivated stakeholders. The project is currently 
oriented at 30+ valorisation partners which have been divided into seven major stakeholder 
groups: care, cure, interest groups, policy, labour market, knowledge and education, and 
regional actors. Considerable effort was put in attracting and attaining possible stakeholders, 
and this valorisation network will continue to expand in order to increase the chances for 
knowledge transfer and implementation. As will be explained in Section 3.2, the network is 
strongly involved in the design and implementation stages of the project. 
3.2 Research design 
Now that the requirements are set, the actual research design is presented. Four different 
research phases are distinguished. The first phase comprises the development of a taxonomy 
of integrated care. The second phase involves comparative case studies on specific groups of 
people with chronic care needs. In the third phase the findings from the case studies and the 
literature review based models are integrated and tested with various groups of stakeholders in 
a social lab environment. The fourth phase deals with transfer, exploitation and utilisation of the 
research results. 
3.2.1 Taxonomy 
The first phase comprises the development of a validated taxonomy of integrated care models 
(see RQ1), which identifies concepts and types of integrated care. The taxonomy completes 
recent Belgian work on the requirements of an integrated care model for the Belgian situation. A 
report (Paulus et al., 2012) from the Belgian Health Care Knowledge Centre has used the 
Chronic Care Model (Wagner et al., 2001) as a conceptual base for formulating future policy. 
However, besides the Chronic Care Model, different models and concepts have been 
implemented, often aiming at specific patient groups (e.g. elderly or obese children), at specific 
problems (e.g. somatic disease or multi-morbidity) or at specific providers (e.g. social care or 
hospital initiated activities). Although attempts to a classification or taxonomy of such forms of 
integrated care have been made in the past (e.g. Kodner, 2009; Paulus et al., 2012; Singer et 
al., 2011), predominantly in the international literature, they seem to lack a common, 
systematically identified base in terms of the objects of integration and their characteristics. 
While the Belgian Health Care Knowledge Centre report (Paulus et al., 2012) is mainly oriented 
at the policy level, the CORTEXS research will add to the existing work by providing aspects of 
practical operation of integrated care networks. The development of a taxonomy of integrated 
care models helps to identify the core elements for the further development of integrated care in 
the Flemish context. Since patient centeredness and patient needs are regarded to be at the 
core of integrated care (Berenschot and van der Geest, 2012), the taxonomy development will 
explicitly incorporate this issue (see RQ4).  
3.2.2 Comparative case studies 
Case-based research is a widely used method for studying complex contemporary phenomena 
in their actual context (Yin, 2003). A case study is not so much about the case as such, but 
rather about the case as a representative of a particular phenomenon or problem. In this 
research, the phenomenon that is the topic of analysis is the provision of demand-driven care to 
groups of people with chronic care needs. The case selection is based on replication (and not 
sampling) logic, which is analogous to that used in setting up multiple experiments in a 
laboratory to test whether different conditions also yield different results. In the same line, this 
research studies whether different integrated care models could lead to different outcomes. The 
research has a multiple case design, in order to be able to make cross-case comparative 
analyses.  
Given that multiple cases are needed, the question remains how the cases should be selected 
and how many of them are needed. A case is defined in this study as a care network that deals 
with a specific cluster of care needs, which are chronic in nature, of a specific group of care 
clients. The selected group encompasses care clients with complex, comorbid conditions, who 
have both health and social care needs (see Section 2.5). Information-oriented sampling is used 
to select the cases. The care network around the Revalidation and Multiple Sclerosis Centre 
(RMSC) in the city of Overpelt (Belgium) has been selected as the first pilot case. The care 
network not only encompasses the RMSC, but also all other organisations and individual care 
professionals that are involved in providing medical and social care to the care clients of the 
RMSC. Multiple Sclerosis (MS) diagnosis is made at an increasingly early age, involving 
additional kinds of care needs, for instance related to education and work. Many MS patients 
also have problems with Activities of Daily Living (ADL), implying care needs beyond medical 
care (Buzaid, Dodge, Handmacher, & Kiltz, 2013). Other candidate cases will be selected from 
the field of Multiple Sclerosis, Diabetes and Schizophrenia. 
A detailed investigation of the selected cases is necessary in order to answer the seven 
research questions that were listed in Section 2.6. Since these research questions are aimed at 
different analytical levels, such an investigation can only be achieved by gathering information 
on these different levels. Within each of the cases, a further selection is therefore needed. This 
selection leads to the identification of embedded cases (Yin, 2003), which refer to the various 
units of analysis. As can be seen from Table 2, the different RQs focus on integrated care at 
different levels. The study of each RQ defines and selects its own units of analysis (i.e. 
embedded cases), yet always nested within the framework of larger, commonly defined cases 
(i.e. care networks for specific groups of care clients). For reason of clarity, the research topics 
mentioned in Table 1 are recapitulated in Table 2. 
 Research 
question 
Main topics Unit(s) of analysis 
1 Development and validation of an integrated care 
taxonomy 
Integrated care initiative 
2 Organising processes around care demands; 
redesigning jobs for integrated care; and 
technologies in support of demand-driven processes 
Care process  
 
3 Governance in networked settings Multi-organisational network 
4 Participation and user involvement Interaction care client, 
caregiver, care professional 
(micro) 
Collaboration care 
professionals and care 
clients (meso) 
5 Legal framework for health professions in support of 
demand-driven processes 
Legislation 
6 Financial mechanisms in support of demand-driven 
processes 
Financial incentives 
7 Impact of integrated care interventions on quality and 
safety of care for clients; cost-effectiveness of 
integrated care interventions 
Primary care network 
around the care client 
Table 2 Overview of the main topics per research question and the respective unit(s) of analysis 
3.2.3 Social lab 
The case studies are expected to show insightful results, but they are by definition limited to the 
existing degree of integration which can be found in the various cases studied. In order to 
explore future possibilities of care integration, a social laboratory environment is developed in 
which implications of proposed integrated care models and solutions can be tested.  A social lab 
is a multi-stakeholder platform for addressing a particular complex social challenge. Social labs 
build on active participation of diverse stakeholders, and take an experimental and systemic 
approach to designing potential solutions (Hassan, 2014; Magadley and Birdi, 2009).  
In the social lab we investigate in a systematic way how different integrated care models and 
solutions are expected to perform in practice. The lab environment is needed to assess the 
information collected from the different research activities, to select the major components from 
these results, to use this knowledge in several systematic approaches (including game theory, 
econometrics and scenario development) and to deliver ex ante information on the impact of 
selected solutions. In the social lab the cases studied are subjected to different scenarios. The 
knowledge gained through the case studies and the benchmarking of literature based models 
(RQ1) is transformed into learning cases and scripts to be used in the social lab. The lab 
environment secures the interdisciplinary testing of concepts and is used to identify main 
conditions for implementation. The requirements for processes in integrated care (RQ2), for 
inter-organisational network governance (RQ3) and for user involvement and participation 
(RQ4) are analysed and tested in the lab environment, in order to further estimate the legal 
(RQ5), financial (RQ6) and practical feasibility of the proposed solutions, and their impact on the 
performance of integrated care (RQ7). And vice versa: the results for RQ5 and RQ6 are 
translated in terms of separate requirements for organisations (RQ2), inter-organisational 
networks (RQ3) and user involvement and participation (RQ4). The main goal of the social lab 
is to develop and test scenarios which then can be piloted in the actual practice of health care 
organisations and networks (see Section 3.2.4). 
As mentioned in Section 3.1.4, the way health care professionals respond to possible 
interventions is an important implementation condition. This cross-level normative integration 
refers to shared values in coordinating work and securing collaboration. Future success 
depends on the way of communicating with health professionals, the tailoring of messages, and 
the connection of different intervention methods. The social lab actively contributes to the 
development of normative integration in the cases studied, by involving care providers, care 
professionals and care clients in the lab’s activities.  
The social lab also provides a forum for discussion with stakeholders of the care sector. Starting 
from the experimental results, several discussion platforms on integrated care are developed. 
Interaction sessions with valorisation partners and stakeholders are organised, to show the 
(theoretical) progress of the research, but also to build in a critical appraisal of the research 
results. The feedback is used to refine our concepts and research work. In collaboration with the 
valorisation partners and stakeholders, ongoing pilots are identified and partial results are 
tested in these settings. Hence, connection is made with other care projects which are being 
conducted in the Flemish health care sector, such as the Care Living Labs (Dessers and Van 
Hootegem, 2013). Furthermore, there is also the question of how to upscale new solutions 
(Mulgan and Reeder, 2009) to the level of the Flemish Community as a whole. A 
comprehensive approach is developed in cooperation with the major stakeholders. Empirical 
evidence on the usefulness, applicability and adaptability of general models in the actual health 
care reform context is gathered and analyzed. The different conditions for upscaling will be 
investigated through a series of workshops with different groups of stakeholders in the 
interactive setting of the social lab. This approach guarantees that the factors for including 
change in professional behaviors, as listed by Grol & Wensing (2004), are taken into account. 
The results of the work in the social lab feed into the fourth phase of the research: the 
valorisation. 
3.2.4 Valorisation 
The European Commission defines the (in origin French) term  valorisation as "a process of 
exploiting project learning and outcomes (training products and processes, methodology, 
course materials etc.) with a view to optimising their value and impact in existing and new 
contexts (target groups, companies, sectors, training institutions and systems etc.)” (European 
Commission, 2004). As explained in Section 3.1.4, the CORTEXS research project is a strategic 
research project, and valorisation is therefore an integral part of the project objectives. Active 
efforts are taken to achieve the effective transfer, the exploitation and the utilisation of the 
research results. Three groups of valorisation objectives can be identified: interventions, tool 
development and policy advices. Firstly, the implementation of specific interventions can be 
launched in the (networks of) organisations implicated in the case studies (see Section 3.2.2), 
depending on the interests and capacity of the organisations involved. The client-centred focus 
of CORTEXS implies that sessions are arranged in which patient groups can evaluate the 
outcomes. Through the interventions, the collected knowledge is transferred back to the 
organisational networks that were studied. The interventions would also enable further research 
on their impact in terms of integrated care related outcomes. Secondly, specific results from the 
CORTEXS study can lead to the development of practical and accessible tools and instruments, 
including business case methods, performance measurements, operational indicators, 
handbooks  and training programs. The valorisation partners already identified specific 
valorisation deliverables for which they engage to support the realisation. Thirdly, a feasible and 
well balanced policy plan for implementing a more integrated care system for the Flemish 
Community will be presented, which will identify facilitators and barriers, and include proposed 
changes to the legal framework of health professions.  
4 Discussion 
Given that integrated care includes many different aspects, a study of how integration of care 
can best be developed calls for an equally integrated research approach. The CORTEXS 
project team has developed the research design that is presented in this paper, which takes this 
multi-facetedness into account. The research design involves multiple levels of analysis, 
multiple disciplines, multiple methods and multiple stakeholders. The phased approach of 
taxonomy development and literature review, comparative case studies, social lab activities and 
valorisation initiatives was devised in order to link fundamental research with the strategic 
valorisation of the research results. This innovative comprehensiveness is the major strength of 
the research design, and is in line with current views on integrated care, as explained in Section 
2. However, we acknowledge that this ambitious design comes with certain risks, which need to 
be addressed. (1) The involvement of seven research groups carries the risk that a failure to 
deliver by one of the research groups (for instance, because of staff turnover) might endanger 
the entire project. We addressed this issue by designing the research in a modular way, in 
which the research activities which are performed to answer the various research questions, are 
only loosely coupled. In such a way, a possible problematic execution of a specific research 
activity is not likely to have much impact on the other research activities. (2) The use of multiple 
methods at various levels of analysis may risk to lead to fragmented results. We plan to use 
specific techniques which enable us to systematically combine separate results. Qualitative 
Comparative Analysis (QCA) (Ragin, 1987) is used for analysing data sets by listing and 
counting all the combinations of variables, and then applying the rules of logical inference to 
determine which descriptive inferences or implications the data supports. This technique allows 
the identification of multiple causal pathways and interaction effects. QCA will be combined with 
realistic evaluation (Pawson and Tilley, 1997) techniques, which also recognise that many 
interwoven variables are operative in society. By way of illustration, Befani and Sager (1997) 
used QCA as a tool for realistic evaluations. (3) The valorisation of the research results strongly 
depends on the commitment of our stakeholders and their willingness to use the research 
results. This important consideration has led us to give our stakeholders more grip on the 
project and results than usually is the case in similar projects. Seven core stakeholders are part 
of the Project Board and were thus given the power to influence all major decisions and 
deliverables of the project. In the final year of the project, a strategy will be developed, together 
with the stakeholders, to convince political decision makers of implementing specific changes 
and arrangements. (4) Finally, the highly innovative character of the social lab phase (compared 
to the somewhat more traditional research phases of taxonomy, case studies and valorisation) 
might imply a higher risk for suboptimal performance. We minimise this risk by investing part of 
the project budget in the installation of a dedicated, physical space for the social lab: a fully 
equipped meeting space consisting of several rooms, each with specific characteristics and 
facilities to stimulate creative thinking in an active way. All researchers are trained in social lab 
methods, and the use of the social lab is supported by the Antwerp Management School, one of 
the consortium partners, experienced in social lab based research. 
While it cannot be denied that it will be a challenge to bring this ambitious project to a good end, 
we believe that, by developing a robust and feasible research design, we provide the project 
with a strong framework for tackling the research questions, and ultimately, for contributing to 
the further development of a high quality, client-centred and affordable Flemish health care 
system.   
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